this therapy8. Where malaise recurs, or the ESR rises despite adequate therapy as occurred in case 1, care must be taken not to attribute the findings to the disease, as immunosuppression can mask infection. Azathioprine has been shown to be effective in the treatment of GCA9 and may have important steroid sparing effects. Where large vessel involvement complicates GCA, starting therapy with both steroid and azathioprine may be advisable. Atrial flutter can be a difficult arrhythmia to treat. Intravenous amiodarone, a benzofuran class HI antiarrhythmic agent has been shown to be highly effective in a wide variety of atrial and ventricular arrhythmias"2.
However, the time of onset of action remains undecided and controversial, as does the dosage. We present a case of atrial flutter treated with high-dose amiodarone.
Case report A 71-year-old man presented with left ventricular failure, in atrial flutter with a ventricular response of 150 min. There were no features of myocardial infarction, and his blood biochemistry was normal. He was subsequently diagnosed as having metastatic prostatic adenocarcinoma. A right internal jugular line was inserted and he was given i.v. amiodarone 300 mg over 30 min and an infusion of 1200 mg/24 h. Oral amiodarone 400 mg twice daily was commenced. He converted to sinus rhythm after 45 h having received 3000 mg i.v. amiodarone and 1600 mg oral amiodarone. Sinus rhythm was subsequently maintained.
Discussion
There are few case reports dealing with the effects of i.v. amiodarone in acute atrial flutter. In comparative studies success rates for conversion to sinus rhythm are lower than in other atrial arrhythmias. A failure to convert in 2 of 6 cases of atrial flutter contrasts with 3 of 20 in atrial fibrillation2. However, these studies have relied on a total i.v. dose over 24 h of 1500 mg only, before labelling the patient as a non-responder. Electrophysiological studies3 showed that although i.v. amiodarone often prolongs the ventricular effective refractory period within 30 min, the peak effect was not seen for 6 days. The response in our patient suggests that prolonged infusions and higher total doses of amiodarone may be necessary to suppress atrial flutter. Our patient would have been considered a non-responder in other studies. Although we were unable to measure plasma amiodarone levels, combined i.v. and oral treatmnent in similar doses has been shown to produce, at the end of the loading infusion (3-5 days), mean serum levels of 2.7 jg/ml (range 1.44-3.98 'ag)4.
No side effects were observed in our patient.
Many studies ofi.v. amiodarone in ventricular arrhythmias have successfully used initial infusions of 2000-4500 mg over 48 h5, and it is suggested that the response seen after 45 h using 3000 mg i.v. and 1600 mg orally, fully supports the view that in atrial flutter an i.v. infusion could be maintained for at least 48 h before using alternative treatment is used, if the clinical status of the patient permits. aneurysm a large left-sided retroperitoneal haematoma was found, the source of which could not be identified, but was not from an aortic aneurysm. His condition stabilized after adequate volume replacement, and no further surgical procedure was undertaken. Postoperatively, there were frequent episodes of paroxysmal hypertension, with cold clammy extremities and profuse sweating. A phaeochromocytoma was suspected and confirmed by elevated plasma catecholamine levels estimated 10 days postoperatively: dopamine 3.9 nmolIl (normal < 0.2 nmol/1), adrenaline 7.9 nmol/l (normal < 0.2 nmol/l), and noradrenaline 45.0 nmol/l (normal <3.0 nmol/l). Urine vanillylmandelic acid (VMA) was 4775 nmol/24 h (normal range 12-44 nmol/24 h). Localization ofthe tumour to the left adrenal was confirmed by a CAT scan (Figure 1) . After alpha and beta-adrenergic blockade with phenoxybenzamine and oxprenolol respectively, a second operation was undertaken and a 60 mm ruptured tumour of the left adrenal gland removed. The patient's recovery was uneventful and the blood pressure returned to normal (140/80 mmHg). Histology of the excised tumour showed a phaeochromocytoma with patchy areas of necrosis and haemorrhage.
Case 2: A 63-year-old male presented with acute back pain radiating to the left upper abdomen. On examination he was very pale and shocked with a systolic blood pressure of 60 mmHg, tenderness in the left upper abdomen and absent bowel sounds. Chest X-ray, electrocardiograph, serum amylase, glucose, FBC, urea and electrolytes were normal. Abdominal X-ray showed obliteration of the left psoas shadow. An emergency laparotomy for suspected leaking aortic aneurysm within 30 min of admission revealed a ruptured and bleeding tumour of the left adrenal gland (130x 120 mm) with massive left-sided retroperitoneal haematoma. The aorta, pancreas, spleen and left kidney were normal. Removal of the tumour was complicated by episodes of profound hypotension. Despite intravenous infusion of large volumes of blood and plasma, and administration of intravenous adrenaline, an adequate blood pressure could rJr Figure 
